It is difficult for us to imagine what surgery was like 150 years ago. The operating room was probably a torture chamber and the surgeon was seen as an inflictor of brutal pain. Then, on October 16, 1846, at the Massachussets General Hospital in Boston, William Morton administered the first successful ether anesthesia enabling the surgeon John Collins Warren to painlessly ligate a large vascular malformation in the neck of a patient. 20 years later, Joseph Lister, along with Koch and Pasteur, worked out the principles of antisepsis and asepsis. These discoveries set the cornerstones for today's safe, painless surgical procedures.
Since the "ether day", our discipline began through errors and major advances to develop operating techniques that are today the foundations with which we are confronted in our daily practice. Prospects for an increase or reduction in the number of urosurgical operations are limited. Though most innovations frequently result in a decrease rather than an increment in the need for surgical care, we believe that research will expand rather than contract the urosurgical field. We observed, for example, that the institution of intermittent catheterization in patients with myelomeningocele was able to prevent progressive deterioration of renal function, thus allowing successful operations on many children who would otherwise have been lost or submitted to palliative procedures with chronic complications. We predict that prenatal surgery will be adopted increasingly in the third millen-nium: improved imaging techniques have already enabled early prenatal detection of upper tract dilatation caused by urethral valves with subsequent development of successful in utero endoscopic antegrade valve ablation (1) . We also believe in surgery at the opposite end of the age spectrum: the evolution of anesthesia and resuscitation techniques has made extensive radical surgery possible in elderly patients in whom radio-or chemotherapy has failed to control malignancy. Moreover, neurourological operations and implantations with superselective nerve stimulation are on their way to enable patients with neurogenic bladder disorders achieve spontaneous residual micturition or alleviation of frequency (2) . In addition, high speed vehicle collisions, industrial accidents and crimes of violence ensure the inevitability of increasing numbers of cases requiring expert UfOsurgical management.
On the other hand, we expect that conservative treatment will establish itself in patients with end-stage radiogenic bladder disease: hyperbaric oxygen therapy was successful in preliminary studies and will probably be used more often in the near future (3) . We also speculate that medical treatment of refractory interstitial cystitis by means of cyclosporine will attain a firm place in the third millennium if our initial results are confirmed: 10 out of 11 patients experienced complete relief of bladder pain, while 8 out of 11 showed both a significant increase in voiding volume and a decrease in voiding frequency.
If we are to continue to exist and to expand our horizons, the prime requirement is to look beyond the boundaries of our specialty in order to acquire innovative impulses from other disciplines. In this way, urologists borrowed from the general surgeons the idea of treating intrinsic sphincter deficiency by graciloplasty: the technique of wrapping the gracilis muscle around the bladder neck and electrically stimulating its fibers by an implanted pulse stimulator has shown encouraging results and might be the method of choice in the future (4) . By looking at the prolific field of plastic surgery, we developed complex reconstructive procedures for genital radiogenic and traumatic injuries by use of skin and musculo-cutaneous flaps and grafts. From the vascular surgeons we learned the techniques of renal artery stenosis repair and kidney transplantation.
The foregoing might lead one to think that the discipline Urology is without limits and that urologists are omnipotent. However, the rapid increase in knowledge has made concentration on one field of work a necessity. Last century, the individual physician already encountered difficulties in attempting to cover so large a field as the body of Medicine. The statement of Osler in 1892 "specialism is here, and here to stay" sounds remarkably current. We should retain sight of reality and be conscious that interdisciplinary management of many conditions is an inevitable destiny.
Subspecialization is thus another issue that we would like to address. The realization that nobody can know everything or do everything well in all fields of today's Urology led to the growth of subspecialty practice. Since a certain basis of general knowledge must serve as a background to learn the particular, the main disadvantage may be limitation of residencytraining to only one field of interest, resulting in an output of urologists with restricted experience. The main advantage is to provide better care for complicated problems by experienced personnel, through rapid progress in diagnosis and development of more refined methods of management. In addition, subspecialization may be a way toward individual growth and a satisfying career (5) . However, after discarding veneorology, the primary concern of the modern urologist is to avoid what J.J. Kaufman predicted: "we started as clap doctors, we will end up as clap doctors". G. D'ELIA. R. HOHENFEllNER Finally, we are convinced that we should all have a basic knowledge of the development of our science. An understanding of the evolution of Urology should not only be of academic interest but should also serve as an aid to the urologic surgeon in choosing the most appropriate procedure for a disease and stimulate him to look for alternative ways of solving problems. It is important to remind ourselves that unsuccessful research will also contribute to the development of our discipline and should be delivered in conferences or papers. In this manner, the pitfalls of repeating errors made in the past can perhaps be avoided.
The foundations of Urology as a surgical specialty were laid many years ago, but who dares to say that this construction has been completed? There is still much work to be done to realize long-awaited goals like the creation of a functional synthetic bladder or elimination of anomalies by genetic manipulation. This will occupy the precious time of many generations to come. Since new medicines and new operative procedures always work miracles for a period of time, our note of caution is that no method should be considered established until it has withstood the test of time and experience.
